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Abstract 
Background: Clinical practice guidelines need to be regularly updated with current literature in order to remain 
relevant. This paper reports on the approach taken by the Philippine Academy of Rehabilitation Medicine (PARM). This 
dovetails with its writing guide, which underpinned its foundational work in contextualizing guidelines for stroke and 
low back pain (LBP) in 2011.
Methods: Working groups of Filipino rehabilitation physicians and allied health practitioners met to reconsider and 
modify, where indicated, the ‘typical’ Filipino patient care pathways established in the foundation guidelines. New clinical 
guidelines on stroke and low back pain which had been published internationally in the last 3 years were identified using 
a search of electronic databases. The methodological quality of each guideline was assessed using the iCAHE Guideline 
Quality Checklist, and only those guidelines which provided full text references, evidence hierarchy and quality appraisal 
of the included literature, were included in the PARM update. Each of the PARM‑endorsed recommendations was then 
reviewed, in light of new literature presented in the included clinical guidelines. A novel standard updating approach was 
developed based on the criteria reported by Johnston et al. (Int J Technol Assess Health Care 19(4):646–655, 2003) and 
then modified to incorporate wording from the foundational PARM writing guide. The new updating tool was debated, 
pilot‑tested and agreed upon by the PARM working groups, before being applied to the guideline updating process.
Results: Ten new guidelines on stroke and eleven for low back pain were identified. Guideline quality scores were 
moderate to good, however not all guidelines comprehensively linked the evidence body underpinning recommen‑
dations with the literature. Consequently only five stroke and four low back pain guidelines were included. The modi‑
fied PARM updating guide was applied by all working groups to ensure standardization of the wording of updated 
recommendations and the underpinning evidence bases.
Conclusions: The updating tool provides a simple, standard and novel approach that incorporates evidence hierar‑
chy and quality, and wordings of recommendations. It could be used efficiently by other guideline updaters particu‑
larly in developing countries, where resources for guideline development and updates are limited. When many peo‑
ple are involved in guideline writing, there is always the possibility of ‘slippage’ in use of wording and interpretation of 
evidence. The PARM updating tool provides a mechanism for maintaining a standard process for guideline updating 
processes that can be followed by clinicians with basic training in evidence‑based practice principles.
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Background
The PARM group first published two Filipino-contex-
tualized clinical practice guidelines (CPGs) on stroke 
rehabilitation, and low back pain, in 2012. They are 
freely available on the PARM website [1, 2], and have 
since been the subject of nation-wide baseline audit and 
implementation activity [3–5]. The PARM clinical prac-
tice guidelines for stroke and low back pain have been 
endorsed by the International Society of Physical and 
Rehabilitation Medicine (ISPRM) which provided the 
members’ recommendations for best practice in the field 
of rehabilitation medicine. The low back pain guideline 
has been submitted to the Philippine Health Insurance 
Corporation (PHIC), and now serves as the basis for 
reimbursement of fees for the management of low back 
pain which includes rehabilitation consultation, physi-
cal therapy treatments, non-surgical interventions such 
as acupuncture and epidural steroid injections; and 
diagnostic procedures such as spine X-ray, magnetic 
resonance imaging and electromyography. This will be 
ground-breaking in a developing country such as the 
Philippines because rehabilitation services are presently 
not being subsidized by the government health insur-
ance agency.
In line with international recommendations regarding 
the importance of the currency of evidence in clinical 
guidelines [6, 7], the 2012 Filipino-contextualized stroke 
and low back pain guidelines were due for revision 
and updating in 2014. Updating guidelines is an essen-
tial process that incorporates the best new evidence 
in its recommendations, using relevant new scientific 
research including new technologies in the diagnos-
tic and treatment alternatives, economic differences 
or changes in values and preferences [8]. The updating 
process consists of the identification of new evidence, 
the assessment whether the new evidence warrants an 
update, and the formulation of new or modified recom-
mendations [8, 9].
However, there are only a few publications that 
reported methods and approaches for updating guide-
lines [10–13]. This appears to reflect the greater empha-
sis placed on methods for developing ‘de novo’ (new) 
evidence based clinical practice guidelines [14]. Interna-
tional studies have consistently shown that common dif-
ficulties encountered in updating guidelines are: (1) the 
most appropriate timeframe within which guidelines 
should be updated; (2) lack of guidance in choosing a 
rigorous, efficient, standardized updating process; (3) 
the lack of efficient monitoring systems to identify new, 
potentially-relevant evidence; (4) decisions regarding 
extent of updating (whether updates should be partial or 
full); and (5) the cost effectiveness of updating a practice 
guideline [6, 7, 14].
Thus, as with guideline contextualization, the PARM 
group found itself without international guidance, and 
faced with this question: how do we update clinical prac-
tice guidelines using contextually-relevant principles? 
These principles need to provide a transparent, standard 
and comprehensive platform which all team members 
could use, when updating the current stroke and low 
back pain guidelines, and which could be used ongoing to 
update other contextualized guidelines as necessary.
This paper reports on the approach taken by PARM to 
develop a standard tool to assist clinicians involved in 
updating clinical guidelines in developing countries. This 
tool dovetails with the PARM writing guide [3], which 
underpinned the development of the foundation PARM 
contextualized guidelines for stroke and low back pain.
Methods
Ethical approval was obtained from the ethics review 
board of the Philippine Academy of Rehabilitation Medi-
cine. Informed consent was obtained from each member 
of the working group involved in this study.
As occurred for the original PARM guidelines, all 
updating work was voluntarily undertaken by a working 
party of approximately 35 physiatrists (rehabilitation doc-
tors) who were members of the PARM. Participants were 
invited for their research background and willingness to 
contribute. The group ranged in age and clinical experi-
ence, and approximately 75  % had not been involved in 
the foundational contextualization process 3 years before. 
The group met for an intensive weekend of training, dis-
cussion and debate about updating processes, and to 
develop the updating tool. Then smaller working groups 
undertook to update specific sections of the stroke and 
low back pain guidelines. Each group applied the updat-
ing tool to one or more recommendations before the 
weekend workshop finished, so that any concerns regard-
ing the updating process could be identified and clarified.
To assist in standardizing the guideline contextual-
ization process used in the development of the original 
guidelines, a PARM writing guide was established [3]. 
This guide establishes a uniform framework for sum-
marizing differently-worded recommendations and dif-
ferently-reported strengths of the body of evidence for 
recommendations extracted from the included guide-
lines, relevant to a particular situation in the Filipino 
patient journey. The guide is to be used in the event 
that there are: more than one relevant recommendation 
extracted from the relevant guidelines, which addresses 
a particular aspect of the Filipino patient journey, and/or 
different methods of reporting the underpinning strength 
of the body of evidence of the relevant recommendations 
from the included guidelines. All relevant recommenda-
tions (to the patient journey) were collated in a table for 
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each element of the journey, along with the underpin-
ning levels of evidence, and the guideline reference from 
which the recommendation had been extracted. The con-
cept of uniform thought was coined by the PARM group 
to identify similar intent, from differently worded recom-
mendations from different guidelines. This was found to 
be a critical step in the contextualizing process, because 
guidelines formed the source of recommendations and 
the evidence base, rather than individual literature. This 
meant that the working parties often needed to resolve 
the issue of different wording in recommendations, 
despite the same intent of the recommendation and the 
same underpinning references. The evidence body was 
thus described in six different categories by the PARM 
contextualization process [3] (Table 1).
These categories were then synthesized into the word-
ing that PARM used to present the recommendations 
which had been distilled from the included guidelines 
during the 2012 contextualization process. These were 
PARM Strongly Endorses, PARM Endorses, PARM Rec-
ommends, PARM Suggests or PARM Does not endorse.
The new evidence body against which recommenda-
tions in the 2012 PARM-contextualized stroke and low 
back pain guidelines were assessed, consisted of pri-
mary and secondary literature published since 2011, and 
which were reported in the new clinical guidelines. The 
2011 date was set, because the 2012 guidelines included 
in the contextualization process, were based on literature 
searches up until 2011.
Clinical guidelines in stroke rehabilitation and low back 
pain management published internationally since 2011 
were sought from a comprehensive search of the fol-
lowing electronic databases: PubMed, Google Scholar, 
National Institute for Health and Clinical Excellence 
(NICE), Scottish Intercollegiate Guidelines Network 
(SIGN), National Health and Medical Research Center 
(NHMRC), New Zealand Guidelines Group (NZGG), 
National Guidelines Clearinghouse (NGC), using key 
words of clinical practice guidelines and stroke reha-
bilitation (or low back pain). Criteria for inclusion in the 
updating process were: that the guideline included reha-
bilitation recommendations; the guideline was available 
in full text; it was published in English language; pub-
lished since 2010 (the close-off date of literature inclusion 
for the inaugural PARM guidelines); and not included in 
the original contextualized PARM guidelines. Moreover, 
only de novo guidelines, or comprehensive updates of 
guidelines (which included new literature) were included. 
Guidelines that re-stated, or adopted the findings of 
other guidelines, without adding to the body of literature, 
were excluded.
The 14-item guideline appraisal tool by the Interna-
tional Centre for Allied Health Evidence (iCAHE) was 
applied to each guideline [15]. Particular attention was 
paid to the items related to availability of information 
on the hierarchy of evidence and the quality of stud-
ies which underpinned recommendations. If infor-
mation was inadequate or not available, the guideline 
could not be included in the updating process. To be 
included in the study, PARM determined that a score 
of 10 should be used as the quality cut-off (71 % quality 
criteria met).
The basis for PARM updating used the four levels pro-
posed by Johnston and his colleagues [10]. The specifica-
tions of the PARM writing guide for strength of evidence 
base, uniformity of thought and volume of references 
were amalgamated with the Johnston et  al. [10] guide-
line updating approach (Table 2). A number of different 
descriptions of the synthesized information were pre-
sented to the PARM writing group for consideration, 
and then the preferred options were trialled. Modifica-
tions were made based on the utility and reliability of the 
guide, when it was applied to different evidence exam-
ples, and a final version was agreed upon.
A flow diagram of process in updating contextualized 
guidelines is shown as Fig. 1.
Table 1 The PARM writing guide (Gonzalez-Suarez et al. [3], page 150)
1. There is strong evidence Consistent grades of high‑quality evidence with uniform thought, and at least a moderate volume of references to 
support the recommendation(s)
2. There is evidence A mix of moderate‑ and high‑quality evidence with uniform thought and at least a low volume of references; OR A 
mix of high‑ and low‑quality evidence with uniform thought and high volume of references; OR High‑level evi‑
dence coupled with GPPs, and at least moderate volume of references; OR One level I paper with at least moderate 
volume of references
3. There is some evidence Single level II (A) paper; OR Inconsistent grades of high and low evidence with uniform thought and moderate 
volume of references; OR Consistent grades of low‑level evidence with uniform thought and at least a moderate 
volume of references
4. There is conflicting evidence A mix of levels of evidence with non‑uniform thought, irrespective of the volume of evidence
5. There is insufficient evidence Low or inconsistent levels of evidence with low volume references with or without GPPs
6. There is no evidence Absence of evidence for any aspect of the patient journey
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Results
Additional file 1: Appendix 1 describes the consort dia-
grams for the CPG inclusion process for stroke and low 
back pain. Ten new guidelines on stroke and eleven for 
low back pain were identified. For the management of low 
back pain, four of the eleven clinical practice guidelines 
initially identified did not meet the inclusion criteria: two 
were not readily available via the internet [16, 17]; one 
was not published in English [18] one was not a de novo 
or updated CPG [19]. For the stroke rehabilitation CPGS, 
of the ten clinical practice guidelines that were initially 
identified, three were excluded as there was no rehabili-
tation aspect included in the recommendations [20–22] 
while another was excluded because it did not rank the 
quality of the evidence and did not link the hierarchy of 
evidence to its recommendations [23]. Instead, it used a 
formal consensus approach in formulating the recom-
mendations. The PARM group agreed that this would not 
make it possible to compare the quality of evidence with 
other guidelines.
Seven potentially relevant CPGs for low back pain were 
critically appraised and three CPGs scored less than 71 % 
[24–26]. Therefore only four CPGs were included in the 
revision of the PARM contextualized CPG for low back 
pain [27–30] (see Table 3). Six potentially-relevant CPGs 
for stroke were assessed for methodological quality, and 
one was excluded due to a low methodological score 
(9/14) [31]. The remaining five guidelines were included 
in the update [32–36] (see Table 4).
As described in Gonzalez-Suarez et  al. [3], designing 
patient journeys and mapping the steps in them to CPG 
Recommendations were a critical part of the contextu-
alization process. Thus they were revisited in the 2014 
PARM workshop with the focus on assessing general-
izability and applicability of the existing guideline rec-
ommendations for the two conditions of interest using 
NHMRC FORM [37] and PARM context points. This 
process ensured that all the essential steps from initial 
presentation to discharge from health care services were 
included, and that new members of the PARM working 
group were conversant with the patient journey process 
underpinning the contextualization process of guideline 
recommendations. This step involved much discussion 
on the elements of the patient journey, how the previous 
guidelines’ patient journeys could be improved upon in 
order to better embed comprehensive and clinically use-
ful recommendations. An example of how the patient 
journey was modified between 2012 and 2014 is provided 
in Additional file 1: Appendix 2.
After much debate, the working group agreed that the 
PARM updating tool should be presented in two different 
ways (see Table 5; Fig. 2).
This guidance was found to be consistently valuable 
across patient journey points for stroke and low back 
pain, recommendations and evidence types and sources. 
This tool assisted the working groups to resolve any 
dilemma which arose when amalgamating new evidence 
with old. The most difficult classification was found to be 
Level 3, where the recommendation itself was not neces-
sarily reworded, but additional statements were some-
times required to incorporate new information which 
had been reported in recent clinical guidelines. This 
often related to emergent new technology or refinement 
of effective treatment techniques (for instance exercise 
programs). Examples of updated recommendation state-
ments are provided in Table 6.
Discussion
As far as we are aware, the PARM updating tool is the 
first of its kind, developed to reinforce the updating pro-
cess of contextualized clinical guidelines in a develop-
ing country. The use of the Johnston et al. [10] tool was 
reported by Grimmer-Somers and Worley (2010) in 
updating the Australian and New Zealand Acute Pain 
Management guidelines [38]. This updating framework 
fitted well with the PARM requirements, as it could be 
readily understood by the working group members, and 
applied standardly to any recommendation and its old 
and new evidence bases.
Vernooij et al. [8] systematically reviewed 35 guideline 
manuals and found no consistent or clear information 
about how to update a guideline. Interestingly this paper 
did not include the Johnson criteria, which are the clear-
est step by step approach to date. In a systematic review 
by Martinez Garcia et  al. [6] on the strategies for moni-
toring and updating clinical practice guidelines, there 
Table 2 Updating process (Johnston et al. [10], page 648)
Level 1 The new evidence is consistent with the data used to inform the original practice guideline report. The recommendations in the original 
report remain unchanged
Level 2 The new evidence is consistent with the data used to inform the original practice guideline report. The strength of the recommendations in 
the original report has been modified to reflect this additional evidence
Level 3 The new evidence is inconsistent with the data used to inform the original practice guideline report. However, the strength of the new evi‑
dence does not alter the conclusions of the original document. Recommendations in the original report remain unchanged
Level 4 The new evidence is inconsistent with the data used to inform the original practice guideline report. The strength of the new evidence will 
alter the conclusions of the original document. Recommendations in the original report will change
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were four studies which considered the updating process 
[10–13]. All authors agreed that guideline updating pro-
cesses were neither time nor resource saving. Eccles [11] 
updated the CPG by exhaustive research, and classified 
recommendations as follows: new if fresh evidence was 
identified, refined if supplementary evidence was iden-
tified, and unchanged if now evidence was identified. 
Parmelli et  al. [13] updated recommendations using the 
Establish inclusion period 
for “current” guidelines 
• Within 3-5 years because of frequency of 
research into low back pain and stroke 
rehabilitaon  
Establish the purpose of 
updang  
• To check for currency of research evidence  
• To validate current recommendaons 
• To idenfy new advances in research, or 
answer new (emergent) quesons 
• To delete redundant quesons and 
recommendaons To ensure currency and 
relevance of local contexts & evidence 
interpretaon for Filipino sengs 
Convene the CPG update 
Working Group  
• Ideally include individuals who had worked on 
earlier versions of the CPG for efficiencies of 
training, and for experience in the CPG 
processes 
Establish the updang 
process   
• Retain currently-relevant concepts forward and 
idenfy new CPGs published since cut-off date for 
last CPG acvity, using the same searching 
processes as the last review 
• Idenfy new quesons, establish new search 
strategies for these quesons as per de novo CPG 
acvies, and run enrely new searches for find 
answers for new quesons  
Updang contextualized 
guidelines  
• Crically appraise guideline quality and currency, 
and retain recent, high quality guidelines  
• Apply the updang scheme (Table 5 and Figure 2) 
to determine how new evidence may change 
previous recommendaons, and the previous 
strength of the body of evidence  
• Formulate revised PARM recommendaon 
statements (for concepts where the update 
process has been applied) or retain previous PARM 
recommendaons (for concepts where no new 
evidence has been found)  
Fig. 1 Flow diagram of process in updating guidelines
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GRADE framework, where recommendations were clas-
sified as strong positive, weak positive, weak negative 
and strong negative as voted on by the multidisciplinary 
panel in a series of meetings. A fifth recommendation, 
‘no recommendation,’ was eliminated from the categories 
of strength of evidence. This forced the panelists to take 
a position on a recommendation even in the absence of 
strong evidence. Johnston [10] revised recommendations 
based on the consistency and strength of the evidence. 
The options reflected the implications of the new evidence 
on the clinical recommendations. We agreed that this 
updating process was the most appropriate model in the 
revision of our contextualized clinical practice guideline.
The PARM updating tool provides a simple, novel and 
standard approach that considers new evidence’s hierarchy 
and quality, and revisions of recommendation wordings. 
It could be used efficiently by other guideline updaters 
particularly in developing countries, where resources for 
guideline development and updates are limited. When 
many people are involved in guideline writing, there is 
always the possibility of ‘slippage’ in use of wording and 
interpretation of evidence. The PARM updating tool pro-
vides a mechanism for maintaining a standard process 
for guideline updating processes that can be followed by 
clinicians with basic training in evidence-based practice 
principles. The provision of including only high quality 
reference guidelines in both developing guidelines through 
contextualization, and updating contextualized guidelines, 
is one of the strengths of our methodology. A survey by 
Alonso-Coello [7] showed that the process of updating 







Consistent thought + 
Same level of new 
evidence 
ACTION: 
No change to PARM 
Recommendaon 
statement 
Consistent thought +  






strength but not the 
thought  
Changed thought +  




remains the same but 
NEW thought is important 
and should be introduced  
Changed thought +  
Higher level of evidence  
Change PARM 


















































Changed thought +  
Lower level of evidence  
ACTION:  
PARM recommendaon 
remains the same but 
NEW thought is important 





Consistent thought + 
Lower level of new 
evidence 
ACTION: 
No change to PARM 
Recommendaon 
statement 
Fig. 2 PARM writing guide in revising a recommendation
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guidelines is generally not standardized and needs to be 
more rigorous even if most institutions involved in guide-
line development have a process for their updates. Our 
updating approach dovetails with the PARM writing guide 
[3], which underpinned the development of the foundation 
contextualized guidelines for stroke and low back pain, 
rather than a de novo development of a Filipino clinical 
guideline. We believe that our entire process now offers a 
resource-efficient process of developing and revising clini-
cal guidelines in order to focus time and resources on evi-
dence dissemination and implementation.
One of the limitations of our approach is that the 
researchers did not focus on evaluating the currency of 
the evidence bases of the included CPGs. Shekelle et al. 
[9] have shown that after 3.5  years, 10  % of the guide-
lines they reviewed were obsolete, while after 5.8  years, 
50  % of the guidelines were outdated. The retrieval of 
new evidence could either be restricted which would 
be limited to review, editorials or commentaries of spe-
cific journals and expert collaboration [9] or an exhaus-
tive search which was very similar to the process used in 
the guideline development [10, 39]. In both methods, a 
methodology group will be needed for skills in system-
atic search, retrieval and synthesis of evidence which 
our group did not have. This was largely because of scar-
city of resources and time, and voluntary effort from all 
members. Another limitation of this study would to be 
potential non-inclusion of high quality guidelines which 
are not referenced nor published in the internet, as only 
electronic databases were searched.
Conclusion
PARM has developed a novel framework to assist the 
process of revising contextualized clinical practice guide-
lines, dovetailing this with its initial processes to con-
struct a contextualized CPG. Efficiencies of the PARM 
updating approach included revisiting the patient jour-
ney to validate the critical points which required specific 
recommendations, and a specific writing guide to revise 
a recommendation when new evidence was available. 
With this approach, it is envisioned that updating contex-
tualized CPGs processes in the future will be guided by 
a simple standardized process, and will be effective and 
efficient in terms of time, finances and manpower.
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